
UTAH DEPARTMENT OF HEALTH 
Community & Family Health Services Division 

 
CHILDREN WITH SPECIAL HEALTH CARE NEEDS 

44 North Medical Dr. P.O. Box 144610 
SLC  UT  84114-4610 

(801) 584-8484  FAX  (801) 584-8545 
(800) 829-8200 

(Voice and TDD) 1-800-826-9662 
 

APPLICATION FOR SERVICES 
 
 

Person To Receive Services: 
 

Name:            Date of Birth:       
  Last   First    Middle 
Address:        City:     State:    Zip:      

County      Home Phone:       Work Phone:       

Social Security Number:      Sex:     

Race: Caucasian     African American     Native American     Asian or Pacific Islander     Other   

Ethnicity: Hispanic   Language Spoken In The Home:      
 

Parent    Guardian    Spouse    Other    
 

Mother’s Name:                 
   Last    First    Middle 

Father’s Name:                  
   Last    First    Middle 
Address and Phone Number, If Different From Above: 

Address:        City:     State:    Zip:      

Home Phone:        Work Phone:           
 

Friend or Relative Who Can Reach Family: 
 

Name:                   
  Last    First    Middle 
Address:        City:     State:    Zip:      

Phone:          
 

Referred By:                     
  Name        Agency 

Address:        City:     State:    Zip:      
 

Problem, Condition or Reason for Application:           
                
                
                 
 

Services Requested: 
                
                
                 
 

Release and Consent: 
• I understand that information is collected and shared with others as necessary to facilitate the mutually agreed upon services  
 and treatment. 
• I consent to services and treatment to be provided to which we mutually agree. 
 

Signature    Parent    Guardian    Other            Date:     
  

Our policy is to provide reasonable accommodations to the known disabilities of patients 
and their families in compliance with the Americans with Disabilities Act.        Rev 04/01/96 
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